
When last we spoke… 
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• We talked about examination, charting, 

diagnosis and treatment planning of 

inflammatory periodontal disease 



Today, we’re going to discuss…. 
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• Morning: 

– Medical Consultation 

– Periodontal Prognosis 

– Acute Gingival and Periodontal Conditions 

• Afternoon: 

– Why pockets don’t always resolve after even the 

best initial therapy…and what to do about it 
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Medical Consultation  
 

the Who, the What, the When, the How, and Most Importantly, the Why 
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• By the end of this talk, we’ll have discussed: 

– Why medical consultation is so important 

– How to write a medical consultation which makes it 

easy for physicians to understand and respond to 

– To whom (i.e. which physician) it is the most 

appropriate to send the consultation 

– When is the most appropriate time to consult in 

terms of treatment sequencing 

– What are the most important medical issues to 

consult about 

Objectives 



Overview 

1. Why is medical consultation so 

important? 

2. How do we write a medical consult? 

3. A system-by-system approach 
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Overview 

1. Why is medical consultation so 

important? 
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• Dentists, dental specialists and hygienists are 

legitimate healthcare providers, both healers 

and professionals, who as a body have a social 

contract with the public we serve, and as 

individuals have a                                             

social contract with                                                    

our patients 

Background 
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• The days of drill, fill and bill dentistry are long 

over 

• As such, we are responsible for managing our 

patient’s overall health, as primary care providers 

(general dentist offices), and secondary care 

providers (specialty                                        

offices) 

 

Background 
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• Regardless of the sort of treatment to which 

your office is limited,  

1. a patient’s medical status may affect your 

management of them, and  

2. your management of them may affect their 

medical status 

Background 
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• Ignorance and inattention to a patient’s 

medical status may cause significant morbidity 

and even mortality 

• Further, it exposes us to                                 

significant liability 

Patient Management = Risk Management 
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• Further, many patients do not have a family 

physician, or do not see one on a regular basis 

• Dentists have the opportunity to be in the 

position to pick up on systemic health 

problems before a patient ever walks in to a 

physician’s office 

Background 
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• Evidence suggests that patients are 

comfortable with, and even willing to pay for, 

dental offices screening for common/dire 

medical problems1 

• Further, dental offices have shown themselves 

willing to provide this service2 

A Paradigm Shift? 
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• As we are all aware, systemic conditions can 

have oral manifestations 

• These systemic conditions may be 

undiagnosed, and may require urgent 

treatment 

Oral Signs of Systemic Disease 
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• Physicians’ management of their patients, such 

as the medications and therapies they 

prescribe, can have profound effects on dental 

treatment planning and sequencing 

• Physicians may be completely unaware of 

these effects 

Medical Management 
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• Current programs in dental education include 

significant time spent learning about the 

medical management of patients 

• There remain, however, a large number of 

practitioners who did not receive this training 

Training 
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• Dentists sometimes need information that can 

only be provided by physicians 

• Dentists can sometimes pick up on systemic 

diseases before physicians do 

Why Medical Consultation? 
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• Further, dentists can aid physicians and their 

patients considerably by sensitizing them to 

the negative intraoral side effects some of 

their treatments may cause, and how to best 

sequence treatment to avoid these situations 

Why Medical Consultation? 
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• Dentists sometimes fall into the habit of 

seeking permission from physicians to perform 

treatment, termed “medical clearance” 

• Unfortunately, from a medico-legal standpoint, 

this does not protect us 

• Regardless of the documentation we have 

accumulated in support of a patient’s care, we 

are ultimately responsible for any care we 

provide3 

 

The Lie of “Medical Clearance” 
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• The notion of dentistry as a profession is 

being challenged4,5,6 

• One issue central to our being considered a 

profession is our autonomy in dispensing 

treatment 

• Catch-22:  How can we be considered 

autonomous if we abdicate our responsibility 

to make the final decisions on the treatments 

that we provide?3 

An Issue of Professional Autonomy 



An appropriate interface 

between physicians and dentists 

is thus indispensable 



Overview 

1. Why is medical consultation so 

important? 

2. How do we write a medical consult? 

21 
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• As we go through this process: 

– Think of what would be the easiest and clearest 

questions for physicians to answer 

– Think of how asking specific questions will lead to 

specific answers 

– Think of what decisions are our responsibility to 

make, vs. what decisions belong to physicians 

Writing a Medical Consultation 
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• One approach is to have a form letter 

• This letter follows business letter format, but 

has elements of how in-hospital consultations 

are written amongst medical professionals 

• Pertinent questions, or “items” are chosen 

based on individual patients’ needs;  the other 

items are omitted 

My Preference 
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• Every good business letter begins with  
– from whom it’s coming  

– the date, and  

– to whom it’s going 

• This is followed by a brief but complete 

discussion of the patient’s  

– dental chief complaint  

– past health history  

– medications (current and past), and  

– allergies 

Anatomy of a Medical Consultation 
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• Next, the diagnosis, followed by the treatment 

plan, in terms the physician can understand 

• Most important is a list of the “items” which you 

want the physician to consult upon 

• Finally, a complimentary closing, and signature, 

followed by a printed name 

Anatomy of a Medical Consultation 



Your Contact Info 

Consultant’s contact 
info Patient’s name and birth date 

Date 

Patient’s  health history, 
meds, and allergies 

Patient’s chief complaint 

Patient’s diagnosis and 
treatment plan 

} All the 
“items” 
you want 
to ask the 
physician 

26 
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• Be as thorough as possible when reporting all of 
the patient’s current and former diseases and 
disorders 

• List dates when possible (e.g. “patient was hospitalized for 
pneumonia in September of 2009”) 

• List treatments undergone where applicable (surgical 
therapy, chemotherapy, radiation therapy etc.) 

• List dosages and schedules of medications where 
applicable 

• List any known allergic reactions that have 
occurred 

In the Health History…. 
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• Include all planned therapies, even ones that are being 

referred to specialists, especially specific surgical 

therapies 

• Include details about the sequence, and if appropriate, 

timing of treatment 

• Include information regarding whether you are using 

local anesthetic with or without vasoconstrictor 

• Include any medications that you are planning to 

prescribe, or any change in dosage/schedule of 

medications the patient is currently taking 

In the Treatment Plan…. 
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• Descriptions which use dental technical 

terminology  

– Think “lower right first premolar” rather than 

“#44” 

– Think “filling” rather than “Class 2 composite 

restoration” 

– Think “bone grafting procedure” rather than 

“socket preservation”; etc. 

TO BE AVOIDED 
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• The more specific of a question you ask, the 

more specific of an answer you’ll get 

• Can be used to check to make certain your 

patient has given you all the pertinent medical 

information 

• Can also be used to get a physician’s overall 

impression of a case, including any 

contraindications you may have overlooked 

“Items” 
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• “Medical Clearance” questions 

• Questions which ask physicians things that are 

outside of their sphere of knowledge 

TO BE AVOIDED 
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• Routine consults can be sent to a patient’s 

family physician 

• Specialty specific consults can be sent to a 

patient’s specialist, if they have one already 

• Urgent consultations can be sent to ER 

physicians, or to either family physicians or 

specialists, depending on the type of problem, 

accompanied by a phone call 

To Whom do I Send the Consult? 



Overview 

1. Why is medical consultation so 

important? 

2. How do we write a medical consult? 

3. A system-by-system approach 
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Cardiovascular System 

• Hypertension 

• Congenital Heart Problems 

• Acquired Cardiovascular Problems 

• Cardiovascular Surgery 



• How often do you take your patient’s blood pressure? 

• Dentists are in an excellent position to screen patients 

for hypertension7 

Hypertension 

36 
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• It is our responsibility to know when we should 

and should not treat a hypertensive patient, i.e.: 

–  If a patient’s BP is >180/>110 mmHg, no elective 

dental care8 

– If a spike in BP is accompanied by signs and symptoms 

of a hypertensive crisis7: 
• Severe chest pain 

• Severe headache with confusion or blurred vision 

• Nausea and/or vomiting 

• Shortness of breath 

• Seizures 

• Unresponsiveness 

Hypertension 
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• “On two separate dental visits, Patient X’s 

blood pressure was 165/105 mmHg.” 

In the Health History…. 
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• “As Patient X’s blood pressure places him in 

Stage 2 Hypertension, and he is not currently 

undergoing any medical antihypertensive 

therapy, please evaluate and treat as 

necessary.” 

Item 



• Some examples of congenital heart problems might be: 
– Atrial septal defects 

– Ventricular septal defects 

– Persistent truncus arteriosus 

– Tetralogy of Fallot 

– Pulmonary stenosis 

– Coarctation of the aorta 

– Bicuspid aortic valve 

• Depending on the specific congenital heart problem, the 

defect may require or may have been repaired in such a 

way that requires antibiotic prophylaxis9 

Congenital Heart Problems 
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• “Patient X has a history of a ventricular septal 

defect, but is unaware of how it was repaired.” 

or 

• “Patient X reports having had heart surgery 

when she was a child, but is unaware of what 

kind, or what problem was being treated.” 

In the Health History…. 
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• “Can you provide some information as to 

whether the VSD was repaired with a 

synthetic or an autogenous graft?” 

or 

• “Can you provide some information on the 

heart problem Patient X had as a child, and 

how it was treated?” 

Items 
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• “Should I provide Patient X with antibiotic 

prophylaxis prior to treatment?” 

TO BE AVOIDED 



• Again, dentists are in a position to potentially pick up on 

risk factors for these life-threatening conditions10 

• Further, if you suspect                                                     

your patient might not                                                         

be cardiovascularly fit                                                                      

to undergo your                                                                  

proposed treatment,                                                        

consultation may give                                                       

you enough information                                                      

to make your final                                                          

treatment decisions11 

Acquired Cardiovascular Problems 
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• “Upon taking Patient X’s health history, he 

reported being a current smoker. He has not 

seen a physician in 5 years. As measured in our 

office, his blood pressure was 145/95 mmHg, 

and his plasma glucose was 200 mg/dL. He 

reported developing shortness of breath after 

climbing the one flight of stairs up to our 

office.” 

In the Health History…. 



46 

• “The intended treatment will be performed 

under local anesthetic, with vasoconstrictor 

limited to 0.036mg of epinephrine.” 

In the Treatment Plan…. 
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• “Patient X’s history puts him at a poor level of 

exercise tolerance. Combined with his age of 68, 

I am concerned that he is at increased risk of 

developing coronary artery disease. Can you 

perform a history, physical, and stress test, and 

treat as necessary?” 

Item 
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• “Patient X’s history puts him at a poor level 

of exercise tolerance. Can you clear him for 

the proposed procedure?” 

 

TO BE AVOIDED 



• Patients who have undergone cardiovascular 

surgery may: 

– Require a certain period of convalescence before 

undergoing invasive dental procedures  

– Have had foreign bodies placed which require 

antibiotic prophylaxis 

– Be on anticoagulant medications which may 

require dosage adjustments 

Cardiovascular Surgery 
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• “Patient X reports having had an arterial stent 

placed 6 months ago.” 

or 

• “Patient X reports having had an artificial valve 

placed in his heart 5 years ago. As such, he is 

on Warfarin, and his INR is kept at 3.5.” 

In the Health History…. 
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• “As an INR of 3.5 will result in excessive 

bleeding during the proposed procedure, can 

you please coordinate a tapering heparin 

protocol to coincide with the date of 

surgery?” 

Items 
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• “Can I proceed with dental treatment, and do I 

need to prescribe him antibiotic prophylaxis?” 

or 

• “As an INR of 3.5 will result in excessive 

bleeding during the proposed procedure, is it 

alright to stop his Warfarin one week prior to 

the procedure?” 

TO BE AVOIDED 



Respiratory System 

• Sleep Apnea 
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• Untreated sleep apnea can increase the risk of 

developing 
– HTN 

– MI 

– CVA 

– Arrhythmia 

– Obesity  

– Diabetes 

– ?Periodontitis?12,13,14 

• Dentists are once again in an excellent position 

to pick up on this problem before physicians15 

Sleep Apnea 
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• “Patient X reports snoring loudly, and feeling 

tired during the day. His blood pressure has 

been measured as 145/95 at two successive 

dental appointment. His BMI is 29.” 

In the Health History…. 
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• “Can you please evaluate Patient X for sleep 

apnea, and treat as necessary?” 

Item 



Hematological System 

• HIV/AIDS 

• WBC Diseases 

• Immunosuppression 

• Bleeding Disorders 



• While fortunately an uncommon occurrence, in 
theory a patient with undiagnosed HIV could present 
to your office16 

• Some of the intra-oral manifestations (more 
common in a HIV+ population than in a healthy 
population) include: 

– Hairy leukoplakia 

– Linear gingival erythema 

– Kaposi’s sarcoma 

– NUG/NUP 

HIV/AIDS – Intra-oral Manifestations 
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• Are all HIV+ patients equally susceptible to post-op 
infections due to immunosuppression? Of course 
not! 

• Identifying the  
– CD4+ lymphocyte count in cells/µL (<200 carries a diagnosis of AIDS)16, and, 

– Neutrophil count in cells/µL (<1000 carries an increased risk of developing infections, 
and <500 carries an increased risk of developing infections from endogenous flora)17 

 will help us to make the appropriate treatment 
decisions for our patients 

• Beware! There are currently no “official” guidelines 
for antibiotic coverage in HIV+ patients, or any 
other immunocompromised patient, for that matter 

HIV/AIDS - Immunosuppression 
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• “Patient X reports a history of intravenous 

narcotic use, with the needle having been shared 

by multiple individuals. His oral examination has 

revealed features consistent with hairy 

leukoplakia on the lateral surfaces of his tongue, 

as well a linear gingival erythema.” 

or 

• “Patient X reports that he is HIV+, but is unsure 

of his most recent CD4+ and neutrophil counts.” 

In the Health History…. 
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• “Can you please evaluate Patient X for possible 

HIV infection and treat as necessary?” 

or 

• “Can you please send me the results of his most 

recent CD4+ and neutrophil counts, or perform 

new ones if they have not been done recently, as 

his immune status may alter the intended 

treatment plan, and indicate antibiotic coverage?” 

Items 
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• “Patient X reports HIV+ status. Do you advise 

either antibiotic prophylaxis prior to dental 

treatment, or post-operative antibiotic 

coverage?” 

TO BE AVOIDED 



• A very broad range of problems, such as 
– Qualitative or quantitative neutrophil defects 

– Leukemia/other hematological malignancies 

– Congenital immune deficiencies 

– Select radiotherapy 

– Splenectomy/splenic dysfunction 

• The most important is to assess the patient’s risk 
of developing complications, and to inform the 
physician of possible intra-oral complications17 

• Further, the dentist may pick up on a 
hematological problem, just based on intra-oral 
signs and a good history 

Acquired/Congenital WBC Diseases 
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• “Patient X presented with severe gingival 

inflammation and bleeding. These signs have 

occurred suddenly in the last 3 weeks, and 

without any obvious local cause. Further, 

Patient X complains of recent weight loss, and 

night sweats, both of which are unusual for 

him.” 

In the Health History…. 
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• “I am suspecting a hematological disorder. Can 

you please evaluate the patient’s hematological 

status and treat as necessary?” 

Items 
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• Patients may be treatment planned by their 

physician to begin a course of 

immunosuppressive medication for reasons as 

benign as arthritis, and as serious as organ 

transplantation or cancer treatment 

• In a perfect world, the physician in question 

would send us a consult first 

• This does not always happen 

Immunosuppression 
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• “Patient X has informed me that he has 

recently undergone immunosuppressive 

chemotherapy to treat a hematological 

malignancy.” 

In the Health History…. 
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• “We advise all our patients to get complete 

dental examinations and appropriate 

treatments prior to beginning any form of 

immunosuppressive therapy. However, as 

Patient X was unable to do so, can you please 

perform a complete blood count with 

differential and send me the results?” 

Item 
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• A variety of scenarios may cause excess 

bleeding: 

– Diseases/disorders (von Willebrand’s Disease, 

hemophilia A and B, thrombocytopenia, etc.) 

– Anticoagulant medications (Warfarin, heparin, 

enoxaparin etc.) 

– Anti-platelet medications (Aspirin, Plavix, Aggrenox 

etc.) 

Bleeding Disorders 
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• Patients with a known history of a bleeding 

disorder must have appropriate lab tests done in 

consultation with a hematologist, because the 

results may indicate treatment on the part of the 

hematologist prior to dental treatment 

• Suspected bleeding disorders must be referred  

for consultation18 

Bleeding Disorders 
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• “Patient X reports having been diagnosed with 

von Willebrand’s disease 15 years ago. He has 

not been followed regularly by a physician.” 

In the Health History…. 



72 

• “Due to the extent of the planned surgical 

procedure, significant bleeding is anticipated. 

Can you please assess and report on the 

severity of Patient X’s coagulopathy, and 

coordinate any necessary hematological 

treatment with the intended surgical 

treatment?” 

Item 
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• “Is it alright for me to proceed with the 

intended surgical procedure?” 

TO BE AVOIDED 



Endocrine System 

• Thyroid Dysfunction 

• Diabetes 

• Adrenal Suppression 
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• Very commonly seen 

• Ensuring proper thyroid control prior to dental care is 
very important 

• Also important is referring any possibly undiagnosed case 
to the appropriate physician, as uncontrolled 
hypothyroidism can lead to cardiovascular problems, and 
uncontrolled hyperthyroidism can result in thyrotoxicosis, 
which can end up in a “thyroid storm:”19 

– Fever 

– Dehydration 

– Weakness 

– Rapid or irregular heart rate 

– Nausea/vomiting/diarrhea 

– Confusion/disorientation 

– Heart failure 

– Death 

Thyroid Dysfunction 
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• Control can be assessed based on a TSH assay (normal 

value 0.7-5.3 mIU/mL), presence/absence of symptoms, 

combined with the patient’s self-reported history on 

duration and compliance with treatment19 

Thyroid Control 
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• “Patient X has not seen a physician in 10 years. 

Intra-orally, her examination has revealed 

macroglossia, salivary gland enlargement, and 

poor periodontal health. She is overweight, 

and her respiratory rate is low at 8 

breaths/min.” 

or 

• “Patient X has reported a history of 

hyperthyroidism, which she states is being 

treated.” 

In the Health History…. 



78 

• “Can you please assess the patient for possible 

hypothyroidism?” 

or 

• “Can you please send me the results of her most 

recent thyroid function test, or perform a new 

one if one has not been done recently?” 

Items 



• Due to the chronic nature of DM, multiple 
systems in the body may be affected: 
– Cardiovascular system 

– Renal system 

– Retina 

– Nervous system 

– Periodontium 

• There are both acute and chronic issues that 
need to be addressed for a diabetic 

Diabetes Mellitus 
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• Multiple periodontal abscesses are nearly 

pathognomonic of an uncontrolled diabetic state  

 

Diabetes Mellitus – Periodontal Abscesses 
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Dead giveaway! 

-Charles Ramsey 
Cleveland 2013 
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• We know that patients with uncontrolled DM 

are more likely to have periodontitis, and that 

the severity of their disease worsens if they 

are uncontrolled 

• Further, patients with post-operative blood 

glucose levels >200 mg/dL are much more 

likely to experience post-surgical 

complications20,21 

Diabetes Mellitus – Periodontitis 
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• Diagnosis and acute monitoring of diabetes is 

based on plasma glucose levels 

• HbA1c, on the other hand,  gives information 

about blood glucose concentration over the 

preceding                                                                  

1-3 months22 

Diabetes Mellitus - Monitoring 
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• “Patient X has a recent history of MI. He is not 

currently being followed by a physician. His oral 

exam revealed multiple periodontal abscesses.” 

or 

• “Patient X reported having been diagnosed with 

type 1 diabetes mellitus, and takes insulin as part 

of his treatment, in a Lispro formation 15 units 

before breakfast, lunch, and dinner each, and in a 

Lantus formation 15 units before bedtime.” 

In the Health History…. 
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• “Can you please perform a fasting plasma glucose 

test to assess the patient for diabetes?” 

or 

• “Can you please fax me Patient X’s most recent 

HbA1c value, or perform a new test if one has 

not been done in the last 3 months?” 

Items 
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• Glucocorticoid output by the adrenal glands is 

an important feature of the body’s response to 

surgical stress 

• Primary adrenal insufficiency is a relatively 

uncommon occurrence 

• Much more common is secondary adrenal 

insufficiency due to exogenous corticosteroid 

administration 

 

Adrenal Suppression 
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Commonly Prescribed Glucocorticoids 
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• A person may be suspected of 

adrenal suppression if he has 

been taking >5-10mg* of 

Prednisone23 for >3 weeks24,25 

• In theory, surgery can 

precipitate an adrenal crisis  in 

patients whose adrenal glands 

are unable to respond to the 

stress26 

Adrenal Suppression 
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“Bottom line is that 
there is no prize for 
giving the least amount 
of steroids.” 

-Dr. Zöe Lysy  
MDCM McGill 2008, Endocrinologist 
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• There is one subset of patients for whom you 

have to be VERY CAREFUL before prescribing 

supplemental steroids, and those are 

DIABETICS 

• Why? Because glucocorticoids have effects 

antagonistic to insulin, and will tend to raise 

blood glucose 

Major Caveat 
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• “Patient X reports taking 10mg of prednisone 

daily for the last 6 months.” 

In the Health History…. 
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• “As the proposed procedure involves 

moderate surgical stress, I will be 

supplementing him an extra 10mg of 

Prednisone the day of the surgery and one day 

after, before telling him to return to his normal 

daily dosage.” 

 

In the Treatment Plan…. 
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• “As Patient X is diabetic, and the Prednisone will 

raise his level of blood glucose, can you please 

consult with him on how to monitor and 

appropriately adjust the dosages of his 

insulin/oral hypoglycemic during the day of 

surgery and one day afterward?” 

Item 
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• “As the proposed procedure involves 

moderate stress, should I give him 

supplemental steroids, and if yes, how much 

and for how long?” 

TO BE AVOIDED 



Hepatic and Renal Systems 

• Liver Dysfunction 

• Renal Dysfunction 
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• Liver dysfunction can come in different forms27: 
– Damage due to hepatitis 

– Alcoholic liver disease 

– Diseases such as Wilson’s Disease, hepatocellular carcinoma 

• There are two basic issues with a possibly 

dysfunctional liver: 
– Will the patient’s blood clot normally? (Vit K-dependant clotting factors are 

activated in the liver) 

– Can the patient metabolize the medications you would like to put him on? 

Liver Dysfunction 
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• There are a series of tests which can identify 

whether or not a liver is functioning 

normally28,29: 
– AST (aspartate aminotransferase), ALT (alanine transaminase) 

– ALP (alkaline phosphatase) 

– Bilirubin 

– Albumin  

– INR 

 

Liver Function Tests 
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• “Patient X reports being diagnosed with 

Hepatitis C.” 

In the Health History…. 
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• “Can you please perform an INR and liver 

function tests to assess her hepatic status, and 

send me the results with your assessment?” 

Item 
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• “Can you assess the patient’s liver function to 

provide clearance for the proposed 

treatment?” 

TO BE AVOIDED 



• Patients receiving hemodialysis for renal 

insufficiency or failure require special attention 

• Some of the dentally-relevant issues arising out of 

patients with renal dysfunction involve30: 

– Excessive bleeding 

– Anemia (may alter your prescription of medications) 

– Increased susceptibility to infections arising from 

bacteremia 

Renal Dysfunction 
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• “Patient X has reported that he is on 

hemodialysis for end-stage renal disease.” 

In the Health History…. 
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• “Owing to the invasive nature of the 

procedure, I will be providing Patient X with 

prophylactic antibiotic coverage of 3g of 

amoxicillin.” 

In the Treatment Plan…. 



105 

• “Can you please perform an INR, and 

complete blood count with differential, and 

send the results to me, along with the patient’s 

dialysis schedule?” 

Item 
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• “Is there any contraindication to performing 

treatment, and do I need to provide antibiotic 

prophylaxis?” 

TO BE AVOIDED 



Skeletal System 

• Osteoporosis/Bisphosphonates 

• Radiation Therapy 
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• Very common in aging populations, especially women 

• Diagnosis is based on normal population curves of bone 

mineral density   

• A patient is diagnosed as: 

– osteoporotic if they are 2.5 standard deviations below the 

mean, and  

– osteopenic if they are 1.5-2.4                                                   

standard deviations                                                              

below the mean 

Osteoporosis 
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• The main reason dentists need to be 

concerned about osteoporosis is that 

bisphosphonate treatment is currently one of 

the most commonly used treatment regimens 

• Bisphosphonate treatment may predispose 

people to osteonecrosis of the jaw following 

extractions and other surgical treatment 

• The consequences of ONJ can be DIRE 

Bisphosphonates 
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ONJ 
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• Major controversies regarding how to deal 

with this clinical situation 

• Current “recommendations” are not as 

supported by evidence as we would like for 

them to be31,32 

• Regardless, to make an informed decision 

regarding appropriate treatment for this ever-

growing patient population, we need specific 

information from the healthcare provider who 

has prescribed the bisphosphonate 

Bisphosphonates 
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• “Patient X has informed me that she is taking 

a bisphosphonate, but is unsure of which one 

and for how long she has been taking it.” 

 

In the Health History…. 
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• “Can you please provide information on the specific 
medication, route of administration, time course and dosage of 
her treatment.” 

and 

• “As I am planning a surgical procedure, is it alright with you if 
we place her on a drug holiday from the bisphosphonate for 3 
months prior to proceeding with the procedure?” 

and 

• “We advise for all patients about to begin bisphosphonate 
treatment to undergo comprehensive dental examination and 
treatment, to eliminate all possible future sources of infection 
and to reduce the need for any future surgical procedures.” 

Items 
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• “What is the risk of the patient developing 

osteonecrosis of the jaw following the 

intended procedure?” 

 

TO BE AVOIDED 
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• Patients who have undergone radiation therapy 

to the head and/or neck may be at risk for 

developing osteoradionecrosis 

• To assess a patient’s risk, some important 

information33,34 we need includes: 

– Specific field of radiation 

– Dosage in Gy (>60 Gy associated with higher risk of developing 

osteoradionecrosis) 

– Specific dose to the mandible 

Radiation Therapy 
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• “Patient X has informed me that she 

underwent radiation therapy for thyroid 

cancer in 2009.” 

In the Health History…. 
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• “Can you provide information on the dosage 

in Gy that Patient X received and the specific 

field which was irradiated? If possible, can you 

also provide the dosage in Gy that the 

mandible received?” 

Item 



118 

• “Can you assess the risk of the patient 

developing osteoradionecrosis following the 

intended procedure?” 

TO BE AVOIDED 



Miscellaneous 

• Cervical Lymphadenopathy 

• Pregnancy 
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• Enlarged lymph 
nodes are a non-
specific sign that 
can be present in 
a host of 
infectious, 
immune-related, 
neoplastic, 
endocrine, and 
other types of 
disorders35 

Cervical Lymphadenopathy 



121 

• To differentiate between possible 
causes, a thorough history must 
be taken, and sometimes, some 
lab values must be requested 

• Because of the 
morbidity/mortality associated 
with some of the causes of 
cervical lymphadenopathy, and 
because sometimes it presents as 
part of the routine course of an 
already diagnosed illness, medical 
consultation is very important 

Cervical Lymphadenopathy 



122 



123 

• “During a routine dental checkup, Patient X 

presented with a firm, enlarged lymph node 

1cm in diameter on the anterior surface of his 

right sternocleidomastoid muscle, midway up 

his neck. This node is tender to palpation, and 

has been present for 2 weeks. After some 

discussion, Patient X admitted to experiencing 

some unexpected weight loss during that time, 

as well as fever and night sweats, which he 

does not usually get.” 

In the Health History…. 
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• “Can you please evaluate and treat Patient X 

as necessary for suspected malignancy, and 

report back on the findings?” 

Item 
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• Pregnant patients require special dental 

attention, not NO dental attention 

• A significant number of dentists report being 

uncomfortable with treating pregnant 

patients36 

• Intra-oral problems may be associated with 

adverse pregnancy outcomes37,38 

Pregnancy 
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• Dental work is best done in the second 

trimester and first half of the third trimester39 

• Dental work can be categorized into  

– Elective treatment – defer until after pregnancy 

– Time-sensitive treatment – 2nd trimester or first half of 3rd trimester 

– Emergency treatment – any time 

 

Pregnancy – Treatment Sequencing 
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• The FDA has come up with pregnancy risk 

categories for medications 

• Be aware of into what category the 

medication you want to prescribe falls40 

Pregnancy - Medications 
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• “Patient X has informed me that she is 10 

weeks pregnant.”  

In the Health History…. 
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• “We advise that all pregnant patients who 

have not undergone a recent dental check-up 

be referred to their dentist as part of their 

routine obstetric care. Can you please confirm 

the expected delivery date for Patient X’s 

baby, so that we can plan our treatment 

sequence accordingly?” 

Item 
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• “What is the limit on the epinephrine I am 

allowed to use with my local anesthetic?” 

and 

• “What antibiotic and analgesic should I 

prescribe if it becomes necessary?” 

and 

• “Is there any contraindication to performing 

treatment?” 

TO BE AVOIDED 
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Questions? 

Thanks for listening! 
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